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Abstract
Background: Collaborative, culturally safe services that integrate clinical approaches with traditional
Aboriginal healing have been hailed as promising approaches to ameliorate the high rates of mental health
problems in Aboriginal communities in Canada. Overcoming significant financial and human resources
barriers, a mental health team in northern Ontario is beginning to realize this ideal. We studied the
strategies, strengths and challenges related to collaborative Aboriginal mental health care.
Methods: A participatory action research approach was employed to evaluate the Knaw Chi Ge Win
services and their place in the broader mental health system. Qualitative methods were used as the
primary source of data collection and included document review, ethnographic interviews with 15
providers and 23 clients; and 3 focus groups with community workers and managers.
Results: The Knaw Chi Ge Win model is an innovative, community-based Aboriginal mental health care
model that has led to various improvements in care in a challenging rural, high needs environment. Formal
opportunities to share information, shared protocols and ongoing education support this model of
collaborative care. Positive outcomes associated with this model include improved quality of care, cultural
safety, and integration of traditional Aboriginal healing with clinical approaches. Ongoing challenges include
chronic lack of resources, health information and the still cursory understanding of Aboriginal healing and
outcomes.
Conclusions: This model can serve to inform collaborative care in other rural and Indigenous mental
health systems. Further research into traditional Aboriginal approaches to mental health is needed to
continue advances in collaborative practice in a clinical setting.
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Background
Research shows a significantly higher prevalence of men-
tal illness, particularly depression, suicide and addictions
in Aboriginal communities when compared with the
broader Canadian population[1]. Interventions to
improve Aboriginal mental health must be informed, not
only by the people within these communities, but also by
the colonial history that has contributed to this poor
health profile. Multi-generational marginalization, power
disparities and governmental assimilation practices and
in particular the residential school systems subjected gen-
erations of Aboriginal people in Canada to physical, men-
tal, spiritual and sexual abuse and eroded family
relationships; furthermore, loss of language, land, culture
and traditional economies have had devastating impacts
on the social determinants of health [2-4]. This connec-
tion between colonial forces and mental illness and addic-
tions is supported by an increasing body of literature [3,5-
10]. Research in other countries with a colonial history,
such as New Zealand, Australia and the USA show very
similar patterns of mental health issues among Indige-
nous populations [11-13].
Despite high rates of mental health problems, there is no
national Aboriginal mental health strategy in Canada. A
few fragmented national services do exist, accessible only
to a relatively small proportion of Aboriginal people,
dependant on their legal status and place of residence.
These services include community-based paraprofessional
addictions services, regional treatment centres and short
term clinical treatment for crisis intervention consisting of
coverage for up to 10 treatment sessions [14,15]. These
programs do not provide the range and quality of services
required to address the complexity of mental health prob-
lems in Aboriginal communities; consequently there are
serious gaps in services. Crises, particularly in rural and
remote communities, are not uncommon. In turn, 'out-
side' interventions may be parachuted into communities,
following local emergencies such as community violence
or youth suicide waves. However, they are often rejected
by Aboriginal people, because these services are essen-
tially value laden, lack cultural safety and "have shallow his-
tories in aboriginal communities" [16]. Clearly, a
community-driven approach is essential to achieve com-
munity acceptance and to organize the scarce resources in
a way that supports the development of local systems of
care[17].
Collaborative and culturally competent services that inte-
grate clinical as well as traditional Aboriginal healing serv-
ices have been identified as promising approaches for
Aboriginal mental health services for some time [18]. Yet,
barriers to realize this ideal are substantial. Recruiting
mental health professionals to rural and remote areas
where many Aboriginal communities are located is diffi-
cult and without a national strategy, funds are lacking.
Furthermore, a commitment to interprofessional educa-
tion is a prerequisite for an integrated approach. Never-
theless, over the past decade First Nations (Indigenous
communities) in the Manitoulin District in Northern
Ontario, Canada have created an integrated community-
based mental health services system by successfully pool-
ing resources and developing collaborative programs.
Prior to this research, anecdotal evidence suggested that
this new and evolving collaborative approach to Aborigi-
nal community mental health showed indications of pos-
itive outcomes such as: (1) improved access to a range of
mental health services in a rural environment, (2) increas-
ing continuity of care, (3) improved cultural safety, (4)
integration of clinical and traditional Aboriginal services,
and (5) a stable mental health team with low attrition
rates. Our study was designed to go beyond the anecdotal
evidence to identify critical components and outcomes of
this model. We focused on three research questions: How
is collaborative mental health care provided in this north-
ern Aboriginal context? What strategies support interdisci-
plinary collaboration and service integration? And, what
are the strengths and challenges related to this model?
Methods
Participatory Action Research
We used a participatory action approach; as such, the
project was designed to be highly collaborative, relevant
and empowering for stakeholders[19]. A steering commit-
tee consisting of Aboriginal elders, community members
and local decision makers was formed to oversee the
research process. Academic researchers, community-based
researchers, and local stakeholders collaborated closely
during all phases of the research. For example, the steering
committee collaborated on research questions, advised on
implementation of the project, provided a cultural per-
spective for the interpretation of findings and reviewed
the final research report. The Knaw Chi Ge Win Team (i.e.
the core mental health team) provided technical advice
and valuable background information that informed our
methods. To address the research questions, we used qual-
itative research methods to analyze and triangulate multi-
ple sources of information, including program documents
as well as ethnographic interviews and focus groups with
clients and service providers.
Document Review
We reviewed annual mental health program reports, serv-
ice data, and past program proposals from 2004 to 2007.
These documents served to substantiate and triangulate
information obtained from interviews and focus groups.
Ethnographic Interviews and Focus Groups with Service 
Providers
The key informant interviews were conducted with the
Knaw Chi Ge Win team, visiting mental health consult-International Journal of Mental Health Systems 2009, 3:27 http://www.ijmhs.com/content/3/1/27
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ants, therapists and social workers in the mainstream serv-
ice system, and tribal police. Focus group participants
included First Nations community administrators and
community-based health workers. A total of 31 key
informants participated (see Table 1). Interviews and
focus groups were conducted and audio recorded by the
principal investigator (MAM) and community-based
researchers (LM and MES).
Ethnographic Interviews with Aboriginal Clients
A client interview protocol was developed that ensured
safe, ethical and standardized client interviews. Clients
who received services in the past two years were eligible to
participate in the research. Potential participants were ran-
domly contacted by administrative staff and over 85% of
those invited agreed to participate. Participants were
offered a small monetary compensation for their time and
travel expenses. Ethnographic interviews were conducted
with clients, documenting their experience with the men-
tal health services until thematic saturation was reached.
Questions were focused on the perceived level of care and
cultural safety, access and barriers to care as well as overall
satisfaction with services. 23 client interviews were con-
ducted by experienced community-based Aboriginal
researchers (LM and MES). Sessions were audio recorded.
The Knaw Chi Ge Win team was available to provide fol-
low up counseling services if necessary.
Method of Analysis
Interviewers completed summary sheets for each client
interview and identified key themes in client responses.
The audio recordings of interviews and focus group were
transcribed by a single research assistant (TLL) to ensure
consistency. Transcripts were analyzed using the qualita-
tive analysis software NVivo 7 [20]. We conducted a the-
matic analysis of the experience of clients and providers
with the local mental health services [21]. Emerging
themes related to the central research questions and par-
ticipants' experiences were identified and coded using in
vivo coding when possible. The coding system was verified
though "member checking" by comparing the identified
themes with the interviewers' summary sheets. Discrepan-
cies were discussed and resolved during follow up meet-
ings. An interactive presentation of draft findings to the
steering committee and the mental health team served as
a further level of verification [22].
Ethics
The First Nations in the Manitoulin District have made
significant strides in building community research capac-
ity and engaging in research partnerships with university-
based researchers [23,24]. In agreement with the local
research ethics guidelines, ethics review was obtained
from the Manitoulin Aboriginal Research Review Com-
mittee and the research concept was approved by local
First Nations leaders and health boards[25]. The four
principles of OCAP [26], namely: First Nations ownership,
control, access and possession of research conducted in their
communities were adapted to fit the context of this study.
With respect to ownership  and  control, our approach
emphasized consensus in all aspects of the research proc-
ess rather than a power relationship between community
and university stakeholders. Access to research results was
created in the form of research reports and community
and staff presentation prior to wider publications. The
stakeholders agreed that in order to maximize client and
provider confidentiality, raw interview and focus group
data was only to be held in the possession of the university
based researchers and not at local organizations. The
interpretation of OCAP in this study was strongly influ-
enced by longstanding respect based relationship between
the community stakeholders and the lead researchers.
Results
Overview of the Service Model
The Knaw Chi Ge Win service system we studied is located
on Manitoulin Island in Northern Ontario. Communities
on this large rural island include seven First Nations com-
Table 1: Interview and Focus Group Breakdown
METHOD SCHEDULED LENGTH OF 
SESSION
GROUP # OF PARTICIPANTS
Community Service Provider Focus 
Groups
1.5 hours Band Managers 5
Mental health workers 4
Community health representatives & 
nurses
7
Provider Interviews 1 hour Mental Health Team members, social 
service and related providers
15
Client Interviews 30 minutes Clients 23
Total number of participants 54International Journal of Mental Health Systems 2009, 3:27 http://www.ijmhs.com/content/3/1/27
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munities. First Nations people account for over 1/3 of the
approximately 13,000 local residents and the island's
population density is 2.8 people per square kilom-
eter[27]. Family physician services are available in several
of the larger communities. Most specialized services how-
ever are located in the nearest urban centre, at a driving
distance of 1.5 to 3 hours from island communities. Knaw
Chi Ge Win services are coordinated by two regional Abo-
riginal health organizations. The first organization,
Mnaamodzawin Health Services (MHS) is a regional pro-
vider of First Nations community health services. The sec-
ond one, Noojmowin Teg Health Access Centre (NT) is a
regional provider of interdisciplinary primary care serv-
ices. Both organizations have a distinct emphasis on com-
munity-based Aboriginal approaches to care and share a
home office (see Figure 1 and Figure 2). Service integra-
tion, such as common intake, case coordination and
seamless services without waiting periods or administra-
tive barriers was a common goal and was initiated with
the formation of an interdisciplinary mental health care
group, named the Knaw Chi Ge Win (New Beginnings)
team.
Knaw Chi Ge Win Services
The Knaw Chi Ge Win Team is a core of providers with
expertise in psychology, mental health nursing, long-term
care, social work and traditional Aboriginal medicine and
healing. Clients can access services by referral or self-refer-
ral. In addition to the core services, visiting specialist con-
sultant services are provided by psychiatrists and
traditional Aboriginal healers, accessed by referral from
the core team. Table 2 provides a list of the composition
of staff and contract services. Mental health services are
provided within an holistic Aboriginal framework that
acknowledges the physical, mental, emotional, and spirit-
ual aspects of health as well as historical, socioeconomic
and cultural influences[28]. The core team's home office
is centrally located within the region and services can be
accessed at the main office, in community clinics located
in seven First Nation communities, or through home vis-
its. This model of service provision improves access to
mental health services compared with a model where cli-
ents travel to a central location to receive services. It also
increases privacy for clients. As one participant explained,
clients often know their local community clinic staff per-
sonally and are uncomfortable accessing mental health
services there: "I always felt...walking in the building it's like
[staff might say]: 'Oh, I wonder what's she in here for'." (Cli-
ent #2).
Collaboration with Visiting Consultants
The services provided by the Knaw Chi Ge Win team are
enhanced by integrated specialized services by visiting
consultants, in particular psychiatric services and tradi-
tional healing services. There are no internal administra-
tive barriers to access these consultant services, and clients
are placed on a list for the next visit (waiting periods are
up to one month) based on recommendation of team
members. In order to encourage collaborative practice
with the Knaw Chi Ge Win team, consultants are compen-
sated based on an hourly rate rather than a fee for service
structure. Psychiatric services are offered on a monthly
basis and client care is shared with the team to ensure con-
tinuity of care and follow up after the consult. Team mem-
bers attend sessions with their clients and regularly
consult in person with the psychiatrist. Consultant notes
are completed for primary care physicians in nearby clin-
ics to further improve continuity of care.
To ensure that cultural protocols related to traditional
healing were upheld, in depth consultations with commu-
nities were required to determine the method of compen-
sation for the traditional Aboriginal healers. Today, the
services of healers are also compensated under a consult-
ant contract. The traditional coordinator is the Knaw Chi
Ge Win team member who normally attends traditional
healing sessions with clients and shares their care. The tra-
ditional coordinator has a background in both nursing as
well as traditional approaches to healing and maintains
client charts, monitors herbal medicines, and coordinates
follow up such as clinical mental health and primary care.
The traditional coordinator assesses, in collaboration with
the healer, if clients require clinical mental health services
and refers when necessary. Traditional services are in high
demand by community members, as such, there is not suf-
ficient time for the healer to review cases with mental
health workers although this is perceived as desirable.
Coordination with other Care Providers in the Region
For clients with chronic mental illnesses the visiting psy-
chiatrist and the Knaw Chi Ge Win case manager collabo-
The Share Office Building Figure 1
The Share Office Building.International Journal of Mental Health Systems 2009, 3:27 http://www.ijmhs.com/content/3/1/27
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rate with the primary care physician. The case manager
updates physicians on treatments. Collaboration between
other team members and physicians is limited, on an ad
hoc basis, and often based on established personal rela-
tionships between providers. Ad hoc collaboration occurs
usually when clients are admitted to emergency services.
The collaboration with private practice therapists who
provide short term counseling services under coverage by
Health Canada's First Nations and Inuit Health Branch
(FNIHB) crisis counseling program consist solely of refer-
rals[14].
Collaboration with First Nations community-based para-
professionals varies and depends on each worker's back-
ground, job expectations and, most importantly, the
client's comfort with receiving care from their local men-
tal health worker. Collaborative practice includes preven-
tion program development as well as client services that
support the daily management of clients with serious
mental illness (SMI) and clients who access traditional
medicine. An increased level of integration in direct client
services is desired by many paraprofessional workers. Fig-
ure 3 provides a map of the major collaborative care rela-
tionships maintained by the Knaw Chi Ge Win team.
Regional Planning and Networking
The Knaw Chi Ge Win team also focuses on the develop-
ment of a mental health care system in the region. Formal
networks, such as a district wide networking group bring-
ing together addictions and mental health service provid-
ers, have been created. These networks also serve to
connect Aboriginal and mainstream agencies to advance
coordination of care. They also provide a forum for advo-
cacy for Aboriginal mental health issues, and the estab-
lishment of working relationships with acute care
providers and the social services sector. A regional strate-
gic planning process for mental health has also been
implemented.
Strategies that Support Interprofessional Collaboration
To function well in interprofessional teams, health care
professionals must overcome barriers such as professional
rivalry and negative stereotypes and thus require special-
ized training [29-31]. Similarly, interprofessional collabo-
ration within the Knaw Chi Ge Win team required
planning and nurturing. The shared home office space is
an important enabling component as it creates an envi-
ronment where providers have frequent face-to-face con-
tact. In addition, Knaw Chi Ge Win providers developed
strategies and activities to support collaboration and facil-
itate a continuum of care. We describe these below.
Weekly intake meetings
The core mental health team members review new client
cases at weekly intake meetings and assign clients to the
most suitable mental health provider(s) while peer feed-
back and support is strongly encouraged. (Clients are
informed and provide written consent that their informa-
tion is shared within the team). Services coordinated at
that time may include mental health counseling, psychia-
try services, traditional healing services and referrals to
long-term care providers or nurse practitioners. This team
approach to intake facilitates a holistic approach to care
and a rapid response for clients who require urgent care
and multiple services. Furthermore, new team members
learn about the local mental health system, communities
and Aboriginal culture, as well as common mental health
issues and effective treatment approaches.
Peer Supervision and Informal Case Consultation
Clinical supervision is a key component of mental health
practice [32], but it poses challenges in a rural, multi-dis-
ciplinary environment with limited resources. Conse-
quently, the Knaw Chi Ge Win team has opted for a peer
supervision process, consisting of ad hoc informal case
reviews and consultations with colleagues. To invite peer
supervision, providers maintain an open door policy and
informal consultations are quite common among the
Knaw Chi Ge Win team. Workers have recently initiated
client case presentations as a tool for peer supervision and
interprofessional education. These presentations demon-
strate the response of various professionals to difficult cli-
ent situations. Providers report positive outcomes and the
following quote shows high levels of satisfaction associ-
ated with the peer supervision model:
We've been able to learn together, figure out what's work-
ing for us and what's not working. And when things go
wrong, we can sit down and discuss it pretty quickly and
Arbor used for Traditional Aboriginal Healing Services Figure 2
Arbor used for Traditional Aboriginal Healing Serv-
ices.International Journal of Mental Health Systems 2009, 3:27 http://www.ijmhs.com/content/3/1/27
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easily... We're able to work it through it I think. We have
a retreat every year that helps us gather our thoughts and
make plans for the next year and assess how this past year
went.... So, we're constantly engaging in a review process.
Consistent with the Knaw Chi Ge Win model, peer super-
vision is commonly used in multi-disciplinary teams with
experienced providers; however this model tends to sup-
port established, site-specific norms and may not chal-
lenge workers sufficiently. Providers are therefore
considering case audits and more direct supervision of
new workers.
Case Management
The mental health nurse case manager, a core team mem-
ber, provides case management for geriatric clients and
clients with SMI. The case manager monitors clients' med-
ications and condition at least once per month, and some-
times as often as once per week. The case manager
collaborates with the visiting psychiatrist in person during
monthly visits and via fax for the remainder of the month.
The psychiatrist informs local primary physicians through
progress notes. The case manager also works with commu-
nity-based paraprofessional workers to enhance accept-
ance of clients with SMI at the community level, to ensure
monitoring, and to coordinate other essential services
such as housing or job searching. Further case manage-
ment has not been implemented due to lack of resources.
Priority clients for future case management are high risk
clients and those who have multiple re-admissions to the
program. The development of a collaborative case man-
agement model that suits the Knaw Chi Ge Win model for
mental health is important since a cookie cutter approach
would not be appropriate for this service environment.
Table 2: Composition of Core Team and Contract Consultants
POSITION INTEGRATION LEVEL FTE1 OR CONTRACT EMPLOYER FUNDING STREAM
Mental health program manager Core team 1 FTE MHS Health Transfer 2
Psychologist Core team 1 FTE NT Aboriginal Healing and Wellness 
Strategy3
Traditional coordinator Core team 1 FTE NT Aboriginal Healing and Wellness 
Strategy
Mental health workers/clinicians Core team 2 FTE MHS Health Transfer
Mental health nurse/case 
manager
Core team 1 FTE MHS Health Transfer
Psychiatrist Secondary service 1 day per month
Contract
Contract services Health Transfer
Visiting Psychologist Secondary service 2 days per month
Contract
Contract services Aboriginal Healing and Wellness 
Strategy
Traditional Healer Secondary service 4-5 days per month
Contract
Contract services Aboriginal Healing and Wellness 
Strategy
1 fulltime equivalent
2 a federal initiative under FNIHB
3 a provincial initiative unique to Ontario
Conceptual Map of the Shared Care Network of the Knaw  Chi Ge Win Team Figure 3
Conceptual Map of the Shared Care Network of the 
Knaw Chi Ge Win Team. (attached as separate files)
g
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Strategies that Support Integration of Western and 
Aboriginal Approaches to Mental Health
We found that the strategies that promote interprofes-
sional collaboration also generally supported an
increased understanding between clinical and traditional
Aboriginal providers. However, clinical and traditional
approaches are based on two distinct medical systems,
values sets and philosophies and they are not always eas-
ily reconcilable. An in depth understanding of both sys-
tems is required for successful integration. The level of
integration between clinical and traditional Aboriginal
services has progressed significantly within this team from
working in a co-operative, multidisciplinary fashion and
mainly interacting through referrals which described serv-
ices in early 2000[33]. Since then, the Knaw Chi Ge Win
team developed additional strategies that, as this research
suggests, provided the foundation for greater levels of
integration between clinical and traditional services
including shared intake, case coordination and case col-
laboration: the development of traditional healing proto-
cols and ongoing capacity building for traditional healing.
Traditional Aboriginal Healing Protocols
Traditional Aboriginal healing has been practiced for
thousands of years in Aboriginal communities, however
providing traditional medicine integrated in a clinical set-
ting is a ground breaking practice. Although Aboriginal
healers are exempted from governmental regulation in
Ontario [34], the health boards decided that guidelines
for the provision of traditional healing in a clinical setting
based on local Aboriginal culture and values were neces-
sary for successful collaboration. Traditional healing pro-
tocols were therefore established based on extensive
consultations with Aboriginal community members. As
part of this protocol, healers are screened for their area of
expertise and their community recognition as an Aborigi-
nal healer and are expected to follow the culturally-based
code of conduct[23]. The protocols have arguably served
to unveil some of the mystique that traditional medicine
often embodies for clinically trained professionals and
thus advances integrated practice. As a result, clinicians
reported high comfort levels referring to traditional heal-
ers and other traditional providers:
I always ask clients within the first or second visit if they
would like to see a traditional healer, I always ask them
that, I make it a point. (Clinician #1)
I think the Traditional program is very important for the
continuum of mental health care. (Clinician #2)
Although many clinicians also revealed that they need to
gain a better understanding of traditional healing in order
to move towards more profound levels of integration:
We need to be working more with the traditional models...
when a person defines that that's the way that they want to
go....I think we can, [but] it's a difficult fit, it's like... oil
and vinegar, those are two similar concepts. You're trying
to fit in something that just is not really well understood.
(Clinician #3)
I think with traditional healers we can [develop] more of a
mechanism where we could talk about particular clients
and do case managements or some sort of case collaboration
or shared care...With elders, I think, it would be valuable
to discuss more general things like, what's happening in
their community, what trends do they see...How's it differ-
ent then the way they think it could be?.What role can we
play... have them understand what we try and do with peo-
ple...A meeting of the minds with elders from time to time!
(Clinician #4)
Ongoing Capacity Building and Education
In order to sustain collaborative community-based care
that integrates both clinical and Aboriginal approaches,
extensive education and capacity building targeted at the
Knaw Chi Ge Win team as well as community-based
workers, clients, and communities as a whole was
required. The main areas of capacity building include: (1)
to enhance cultural understanding through exposure to
traditional Aboriginal teachings, and opportunities to
participate in cultural events and traditional medicine
practices; (2) ongoing professional development in the
area of Aboriginal mental health for professionals and
paraprofessional providers; and (3) building capacity
with clients and communities to manage their illness and
adopt healthy behaviours[26].
Discussion
Benefits of Aboriginal Community-based Collaborative 
Care
Our research shows that the Knaw Chi Ge Win collabora-
tive care model has resulted in several benefits: improved
illness care and cultural safety, managed wait times, and
reduction in professional isolation.
Improved Quality of Illness Management
The quality of services has been enhanced for Aboriginal
clients in many ways. Although health outcome data were
not yet systematically collected, our research suggests that
the overall local management of SMI has greatly
improved. In-house program statistics show that prior to
implementation of this model, 3-4 clients per year had
acute care admission to psychiatric hospitals, with fre-
quent recidivism. With the advent of collaborative care,
this number was reduced to 0-1 clients per year. Providers
explain that clients are more stable and care is more effec-
tively handled locally with this service approach, which
they believe explains this reduction in acute care admis-International Journal of Mental Health Systems 2009, 3:27 http://www.ijmhs.com/content/3/1/27
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sions. A mental health worker illustrated why acute
admission rates have been reduced with the following
case scenario:
Our approach, it's based upon building capacity in the cli-
ent to the highest level they can manage themselves...NOT
doing it for them... You may walk someone through some-
thing the first time and then the second time, they want to
do as much as they can. As a result you have individuals
who are, managing things a lot more than they ever did in
the past... There's a client who is schizophrenic [and], used
to be in and out of a psychiatric facility every [few] weeks,
back and forth, and back and forth... What's going on
here? The psychiatrist believed that the community-based
paraprofessional workers could support the client... [but]
there was miscommunication there, and unrealistic expec-
tations... So, Knaw Chi Ge Win team members, connected
with the long term care program...and decided who was
going to do what with the client. There were also housing
issues that needed to be looked after, financial issues... the
team could connect with the appropriate people [at the com-
munity] who could share this load.
Other indicators of quality in this service environment
include the clients' right to choose clinical or traditional
approaches without judgment from providers, or receiv-
ing care in their Aboriginal language. For example, many
geriatric clients who access mental health services prefer to
speak their Aboriginal language. Prior to the development
of the collaborative services, mental health services were
provided by English speaking providers. Now, the team
strives to have at least one Aboriginal staff member fluent
in Aboriginal language(s) involved in care for geriatric cli-
ents. In addition, an estimated 30 - 40 percent of geriatric
clients request traditional healing services and informa-
tion about Aboriginal herbal medicines is openly shared
in this service environment. This is particularly significant
since research elsewhere shows that the vast majority of
clients will conceal the use of traditional medicine from
clinical staff[35].
Privacy is another important consideration for many cli-
ents who access community-based care in small rural
communities, where client anonymity associated with
large urban centres does not exist and mental health serv-
ices are often stigmatized. Clients felt that the services pro-
vided by the Knaw Chi Ge Win team were completely
confidential. A client explains:
I phone all over for the Knaw Chi Ge Win team. If [my reg-
ular worker] isn't there, then I'm looking for [another team
member]. I find them! They're more trusted... maybe it's
because they don't live here and they're not part of our fam-
ily they don't know me [personally]. I don't know how I'd
feel if I had to go speak to the [paraprofessional] worker in
my community if I had a drug and alcohol problem...with,
the relationships we have in the community...You can't
counsel your own family. (Client #8)
Further evidence of quality services are the high levels of
client satisfaction:
"One of the counsellors told me to start keeping a journal of
my thoughts, of my feelings so I did that for about a year.
When I looked back on it I could see my attitude changing
day to day in my writings."(Client #7)
"They helped me control myself in that sense, I guess.
Because [before I received services] I couldn't talk to any-
body. I was pretty messed up. I guess I... started coming out
of my shell and that was a while ago. So now I'm just open
and honest. I tell it the way it is and that's just the way I
am now. Have my self-esteem, courage. I was scared to do
anything, go anywhere, talk to anybody. Be me. So they
taught me lots."(Client #11)
"It definitely helped me, even just having someone to talk
to, that you could be confident with; that you could speak
out and say what you really felt and know it wasn't going
anywhere... For me it takes a lot to get my trust after every-
thing that's happened to me in my life. The emotional
things I've been through in my life. It's very hard for me to
trust somebody, to 100% tell them how I really feel, and
[my Knaw Chi Ge Win worker] was that one person I could
do that with." (Client #3)
"If I ever needed to talk to anybody or needed help... we
have the resources [at Mnaamodzawin] that I can phone...I
would phone [the intake worker] right away if it ever came
to that. But right now everything is good." (Client #13)
"I think everything was done really well. I was really com-
fortable talking with the counsellor, and when my husband
went to talk to the counsellor too, he thought: "I don't think
I'm going to take [mental health services]!", But then at the
end of it all he was the one who did most of the talking, he
said, he found it really good and it was helpful to him
because there was a lot of things that he had to work out
and he didn't know how to deal with it. So I think that he
really liked the counsellor and so does my daughter." (Cli-
ent #12)
Well Managed Wait Times for Mental Health Services
Keeping wait times to a minimum is a priority for the
team and clients. Our research revealed that normal
response time for urgent care is less than a week, whereas
less urgent counseling is normally provided within 3 to 4
weeks. Wait times for traditional healing are longer, often
4 weeks or more, and access to psychiatric services may be
several months for new clients. However, these special-International Journal of Mental Health Systems 2009, 3:27 http://www.ijmhs.com/content/3/1/27
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ized services were not accessible at all prior to the devel-
opment of integrated services. Due to limited resources,
approximately 40 percent of all clients who seek services
through Knaw Chi Ge Win are however referred to private
providers who operate under the FNIHB short term coun-
seling program.
Cultural Safety
Cultural awareness, competence, sensitivity and safety
have specific meanings that are debated in the academic
literature[36]. However these distinctions are less impor-
tant to clients who seek good, appropriate and respectful
care for themselves. To learn about local definition of cul-
tural issues in mental health care we focused on eliciting
clients' and providers' personal concepts of appropriate
approaches for mental health services for Aboriginal peo-
ple. Clients and providers generally believed that cultur-
ally appropriate care means providing a safe environment
for clients to present concerns without judgment from
providers. Participants articulated that a cultural focus
should go beyond offering traditional healing services. Of
great importance to many was provider acceptance of cli-
ents' beliefs, religions, backgrounds, and history, and a
focus on building on the strengths of Aboriginal people.
This local definition is very much in line with the concept
of cultural safety, which originates with the Maori People
of New Zealand[37], and also describes a concept that
goes beyond cultural competence and focuses on provider
self-reflection and understanding of power differentials as
well as the central notion that it is the client who defines
"safe services"[38] One participant explained this elo-
quently:
As an Aboriginal person I would say meeting people at their
level means culturally competent care. Sometimes people
assume that we all believe in traditional [Aboriginal]
approaches but that's not necessarily so. A lot of our young
people...are enmeshed in the main stream approaches so
you have to meet them at their level. Yes, [often] they're
very interested in learning about their traditional ways; or
they're interested in some mainstream approaches. So you
have to meet them...wherever they're at. Also culturally
competent care means RE-building (emphasis by partici-
pant) their capacity [to heal]... We all have that capacity,
it just needs to be RE-built. Versus saying," we need to build
it" - No! Everybody has that innate strength in them to take
care of themselves and we just need to help them in the right
direction. (Participant)
Aboriginal clients consistently described high levels of
cultural safety within the Knaw Chi Ge Win team mem-
bers, regardless of the ethnicity of the provider(s). Clients
saw this as a feature of the Knaw Chi Ge Win services
which, in their experience, clearly differs from main-
stream approaches. Many participants explained that the
Knaw Chi Ge Win providers understand Aboriginal issues
and are open to Aboriginal world views and healing prac-
tices. One client stated:
"Living on the reserve is a different way of life...a different
way of thinking. Maybe some needs are different. A lot of
people I talked to in the past who were counsellors that
hadn't worked for Mnaamodzawin or Noojmowin. - they
didn't understand certain things that seems like it's a part
of your life when you're on the reserve. It's a different way
of thinking. A different way the whole community deals
with things. These two [Knaw Chi Ge Win] counsellors
understand that; it's not even an issue."(Client #2)
Providers echoed this sentiment and explained that the
cultural training they had received had taught them about
cultural norms and experiences that could be easily misin-
terpreted and medicalized by less experienced clinical pro-
viders:
The every day experience of people in the communities, how
these communities work, we understand that. We under-
stand something about the culture... appreciate the fact that
when clients talk about ceremonies, we have an idea what
they're talking about, when they talk about spirituality,
when they talk about spirits, when they talk about dreams,
when they talk about different concepts that are really
important in their culture. We understand what they're
communicating to us... and what that experience might
mean for them... Not that I have a great understanding of
it, but, learning bit by bit, the client's cultural world view.
We hear about the four directions and the four col-
ours...and the meanings of balance in this world view and
that's different than what you're getting in a non-native,
euro-centric world view. [As a mental health professional]
you got to understand that there are differences and you got
to appreciate that. The people who come for the service, they
are adhering to that world view to one degree or another
and you got to figure out to what degree! (Knaw Chi Ge
Win Team Member)
However, clients did express concern about the larger net-
work of service providers in the region, many of whom are
perceived as not taking traditional approaches and Abo-
riginal world views seriously. Consequently, a repeatedly
identified issue was the need for more Aboriginal workers
at all tiers of service provision. Furthermore, despite the
fact that non-Aboriginal core team members are regarded
as highly culturally competent, some Aboriginal clients
felt much less comfortable with non-Aboriginal than with
Aboriginal providers. The clients' life experiences with rac-
ism and discrimination appear to be a determining factor.
One participant explained this as follows:
By sending someone to a counsellor who is non-native that
puts the playing field where one person is an expert and oneInternational Journal of Mental Health Systems 2009, 3:27 http://www.ijmhs.com/content/3/1/27
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is below that - it creates that idea of when you were in
school, teachers were non-native, doctors are non-native,
everybody is non-native. I don't see that as a way to bring
back personal power to a person. (Participant)
In contrast, a fair number of clients are not comfortable
seeking help for mental health issues from community
members, and therefore welcome a provider who is not
from their community. These clients felt quite comforta-
ble with non-Aboriginal providers as an alternative, while
still others professed no preference regarding the ethnicity
of their provider within the Knaw Chi Ge Win team. The
collaborative care approach allows the team to be respon-
sive to these diverse comfort levels of clients.
Benefits for Service Providers
Providers see the collaborative practice as a positive and
desirable work environment which reduces professional
isolation. Providers felt very supported in their work and
able to draw on other interdisciplinary team members
when necessary, as evidenced in this quote:
Ah, the support!...Basically, the communication is, is just
tremendous. I've never worked with a bunch of people
where we sit down and talk so much and discuss cases...It's
really a benefit not only to everyone as a group to know, how
things are going, but, it certainly benefits myself because,
they've got the skills that I don't have and what I have I can
augment a little bit on their side too. So I think, the shared
care model as far as I'm concerned is the only way to go.
(Knaw Chi Ge Win Team member)
Clinical as well as traditional service approaches are
explicitly respected by all team members. Providers felt
that this model had increased their confidence dealing
with complex cases, and improved their professional abil-
ities and their ability to ensure cultural safety. New care
providers felt that the integration model allows them to
work at full capacity soon after they are hired, because
existing staff act as mentors during the weekly intake
meetings and through informal consultations. The collab-
orative model has thus contributed to the creation of a rel-
atively stable mental health team in a challenging,
resource-scarce service environment.
Ongoing Challenges
While there are many benefits associated with this model
of care, significant challenges still remain to maintain this
model of care and to expend the services to a level of care
that meets the needs of the community.
Chronic Under-funding of Aboriginal Mental Health 
Services
Severe funding constraints for Aboriginal mental health
programs make it difficult to recruit and retain experi-
enced qualified professional providers. Funding is often
short term and inadequate to attract mental health profes-
sionals with sufficient qualifications. The mental health
team cannot meet the increasing demands for services
(e.g.: 8% increase in 2007). As a result, about 40% of cli-
ents must be referred to 'outside' providers for short term
counseling under FNIHB's crisis counseling program and
this rate will likely increase. There is no collaborative care
with these providers once clients are referred out and
while outcomes are therefore unknown, the ideal of holis-
tic care is certainly not realized. Additional services in psy-
chiatry, child psychiatry and traditional medicine are
needed to meet community needs. Prevention activities
for children, youth and parents are also urgently required.
In order to expand integration, more time and resources
are required for program development and reflection. Pro-
viders generally believed there is great potential:
When I get a chance to listen to what [the healer] has to
say, I can hear what his perspective is. People think it's so
far apart but I never see it that way, I always think there
are so many possible meeting points, when I listen to him
speak it's like: Okay! I'm with you on this and this...I think
there is all sorts of potential, for more collaboration and
more integration if we had the time to work on exactly
that... And I think that's true for discussions with elders,
you know, I wish we could have some process by which we
regularly engaged in that because I'll bet you that there
would be more convergence than divergence. That's just the
way I see it. (Knaw Chi Ge Win team member).
Recruitment of Mental Health Professionals
Clients value experienced workers and the fact that many
of the core team members have been employed with their
organizations for many years. However, when positions
need to be filled, recruitment of experienced workers is
difficult. There is a need for long-term strategies to mentor
and recruit Aboriginal students into mental health careers;
funds to cover travel costs for student placements are also
required.
Lack of Community Mental Health and Consistent Mental 
Health Services Data
Reliable mental health status and service data are required
to evaluate services and track outcomes. Ongoing system-
atic data collection is necessary, including: (1) client serv-
ice data and client satisfaction questionnaires, (2) client
outcome data, including changes in client behaviours,
symptoms and family situation, (3) local emergency use
and hospitalization data in the Manitoulin district, and
(4) health status data.
In addition, research is necessary to develop an Aboriginal
approach to mental health service evaluation. Existing
outcome indicators are based on clinical approaches in
mainstream populations and do not take into accountInternational Journal of Mental Health Systems 2009, 3:27 http://www.ijmhs.com/content/3/1/27
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Aboriginal understandings of healing or the multi-gener-
ational effects of colonization on mental health [39].
Conclusions
Using a collaborative community-based mental health
care approach, the Knaw Chi Ge Win team has developed
successful strategies to overcome many barriers to Aborig-
inal mental health service provision in a rural complex
care environment. Their approach offers an efficient use of
sparse resources and maximizes their clients' access to spe-
cialized services and continuity of care. This approach has
also facilitated significant progress in the integration of
traditional Aboriginal healing methods with counseling
services in a clinical setting. Despite the numerous bene-
fits, additional resources are required to develop further
specialized and preventative services to address complex
intergenerational community mental health issues. While
we do not suggest that the Knaw Chi Ge Win model
should be transplanted into Indigenous mental health
systems worldwide, the strategies for collaboration we
describe are promising practices and may be adapted to
other rural and Indigenous systems. Further research into
traditional Aboriginal approaches to mental health and
their integration with clinical approach is needed to pro-
vide a knowledge base to advance integration beyond the
regional level.
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